established, when suddenly, without any fresh exposure?the patient never having been allowed out of bed?a very severe attack of rheumatic fever developed.
Family History.?To this there was a marked family predisposition, her father having suffered from a prolonged attack of acute rheumatism, which left him a martyr for sixteen years to subacute attacks, and completely deformed him; and her only brother having twice had attacks of rheumatic fever, and suffered frequently from rheumatic sore throat. Her mother and two sisters are alive and well; but her father, who at the time of her attack was suffering from tuberculosis of both lungs?the result of influenza?has since died. Her maternal grandfather and grandmother are octogenarians and in good health, but on the paternal side there is a distinct tendency to phthisis.
Previous Illnesses.?Her previous illnesses all indicate the same susceptibility to rheumatism. When two months old she suffered, from bronchitis, which lasted about a fortnight. At five years of age she had rheumatic fever, and two years afterwards suffered from measles, which was followed by a second slight attack of rheumatic fever. Between the ages of nine and ten she had diphtheria, but for the next eight years enjoyed perfect health. In the beginning of February 1893 she was attacked with scarlet fever so severely, that from the onset she was put on a water-bed, and in spite of daily 30-gr. doses of salol and continued lying between blankets, she was seized with a third sharp attack of rheumatic fever, with accompanying endocarditis. This left a well-marked systolic mitral murmur, which, however, in the course of a few months entirely disappeared, and with the exception of slight oedema of the right foot, she enjoyed robust health till within a few weeks of her present attack, when she began to feel her duties as a school teacher rather fatiguing, and doubtless the anxiety regarding her father's health predisposed her to the attack of erysipelas, which was the starting-point of her fourth and most severe attack of rheumatic fever. Present Attack.?Salicylate of soda, in 10 and then in 15-grain doses every three hours, along with aromatic spirits of ammonia, was substituted for the quinine and antipyrin, which had been given along with the iron during the attack of erysipelas, and had been very badly borne. From the 17th to the 22nd fair progress was made, the temperature varying from 99? to 103?, but with a distinct tendency to an evening rise. No great relief, however, was got from the pains, which were general throughout all the joints, and were most severe in the muscles of the calves. An 8-grain Dover powder was given at bedtime with marked benefit, as a few hours' sleep was induced, and the restlessness, which had been characteristic from the first, somewhat allayed. A daily careful examination of the heart revealed nothing till the morning of the 24th, when slight precordial pain and a feeling of oppresd sion about the chest was complained of, followed in the evening bywell-marked friction, the " to-and-fro " murmur being audible over the whole base, but loudest and apparently nearest to the ear over the pulmonary area. The dose of salicylate of soda was increased to 20 grains every four hours, and digitalis added to quieten and strengthen the pulse, which from the beginning of the attack had varied from 100 to 116 per minute, but had been of fair strength, regularity, and volume. Warm poultices and sinapisms were applied locally, with the result that in five days the friction had entirely disappeared, and the patient again seemed in the fair way of recovery. In Landois' Physiology, first edition, it is stated that in cases of asphyxia, resuscitation has been induced by compression of the heart. Bohm found that in the case of cats, poisoned with potash salts or chloroform, or asphyxiated so as to arrest respiration and the action of the heart?even for a period of forty minutes, and even when the pressure within the carotid had fallen to zero?he could restore animation by rhythmical compression of the heart, combined with artificial respiration. The compression of the heart causes a slight movement of the blood, while it acts at the same time as a rhythmical cardiac stimulus. After recovery of the respiration the reflex excitability is restored, and gradually also voluntary movements. The animals are blind for several days, the brain acts slowly, and the urine contains sugar. These experiments show how important it is in cases of asphyxia to act at the same time upon the heart. It was by the accidental observation of such an experiment on a bull-dog that Dr B. A. Watson, of Jersey City, was induced to study the possibility of arousing the heart into action, even after the entire cessation of its movements by the introduction of a needle into the organ, and his is by far the most important contribution to this subject. Experiments were made on sixty dogs which were asphyxiated with chloroform, but these are fully detailed in the Transactions of the A merican Surgical Association, vol. v. pp. 275-309. The whole series are most interesting, but it is with the conclusions we have chiefly to deal.
These are?{Firstly), Puncture of the heart, especially the right ventricle, stimulates muscular contractions, and may be advantageously employed in the treatment of chloroform narcosis. {Secondly), The best results are obtained when abstraction of blood from the cavity of the ventricle is combined with the stimulating effects produced by the entrance of the aspirator needle. {Thirdly), Puncture of the right ventricle is a safe and more efficient operative procedure than puncture of the right auricle. His reasons for this last conclusion are two. In the first place, the wall of the right auricle is much thinner, and contains less muscular tissue than the wall of the right ventricle. The auricle is in every respect a sort of reservoir for the blood. The propelling power, to a great extent, belongs to the strong muscular walls of the ventricle. The heart was much dilated, but dulness seemed to be too extensive to be accounted for by simple dilatation. He was under the belief that there was some pericardial effusion as well. He determined to tap, and introduced the ordinary diagnostic syringe in use in the ward. Instead of entering a dilated pericardium, he found he had punctured the heart. He withdrew the syringe full of blood, and then withdrew the needle. The patient died in about half an hour. Dr Bruce found the pericardium distended with black blood, and a small wound in the anterior wall of the right ventricle. He (Dr Bramwell) supposed that the bleeding into the pericardium was due to the extremely relaxed and diseased condition of the cardiac muscle.
There was extensive ulcerative endocarditis. Now this would appear to be the very way to get blood to escape into the pericardium, and so form a clot within it which would effectually stop the heart's action. He was of opinion that the success of Dr Sloan's case was probably due to the aspirator withdrawing 10 oz. of blood from the heart. The patient would be practically pulseless, and the heart being thus at rest, the internal wound would have an opportunity of closing, the pressure within being so much reduced that the contraction of the distended walls of the heart, when so relieved of pressure, would be sufficient practically to close the opening as soon as the needle of the aspirator was withdrawn. 10 oz. were withdrawn. Puncture disabled the heart rather than stimulated it. Experiments on animals had shown that puncture of the heart produced an arythmic condition which tended to stop the heart. The practice had been the cause of death in cases in America.
Dr Clouston congratulated Dr Sloan. He recalled the case of a lady patient in Morningside Asylum, who transfixed the apex of her heart with a long steel pin, pushing it in almost to its head, with the effect of arresting the rythmical action, and producing apparent death. Dr Joseph Brown discovering the cause, withdrew the pin, and she was none the worse an hour afterwards.
Dr Sloan, in reply, said that whether puncture of the heart would cause bleeding into pericardium would depend on whether or not a cardiac vein were injured in the process. The heart muscle might close the opening. He was still of opinion that his case was one of pericardial effusion, the history being against so rapid and marked a dilatation, and the dulness not disappearing immediately after the operation,?in fact, not till eight days afterwards. He thought the ventricular muscle completely contracted, and on withdrawing the cannula he kept it close against the heart wall. His case was not the only one that lived after the operation. Some other bad cases lived for five weeks, and even longer. That the operation was not in itself fatal had been amply proved.
